Commentary: Expert opinion
S htaya and colleagues present the case of a young male with bacterial meningitis who subsequently developed cerebral venous thrombosis (CVT) and brainstem herniation. Following aggressive management, the patient made a complete recovery. The case is of interest because complex management strategies that are generally applied to other types of brain injury, and which could not be delivered in a general ICU setting, were employed.
The interventions, aimed mainly at optimising systemic physiology, were translated from an evidence base derived primarily from traumatic brain injury. Although such strategies are increasingly applied to other forms of brain injury, there is little experience with their efficacy in the context of bacterial meningitis and CVT. Intuitively it makes sense to apply such basic principles in a wider context, but we should be mindful that they can all bring some risk, particularly in the context of the injured brain. The question therefore is whether translating brain protective strategies to a clinical context in which they have not been tested is reasonable, given that the risk-benefit ratios in the novel scenario are not known. In this case, the answer appears to have been yes. Although it was likely to have been the interventions to reduce intracranial pressure in the acute scenario of brain herniation that saved this patient' s life, it might be argued that it was the other aspects of management that contributed to the excellent neurological outcome. By offering aggressive physiological brain protection, and minimising the risk of further (ischaemic) cerebral injury, the clinicians might have translated survival with poor neurological outcome to one of excellent recovery. Of course, it is not possible to know this for certain but this case does support the trial of aggressive intervention in complex, but relatively rare, clinical scenarios, so long as they are well considered and well monitored.
The consequence of wider application of such an approach would be the requirement for all similar patients to be managed in a specialist neuroscience centre, and the authors make this point. Again, whether this is the right approach for all cases remains to be seen, but the evidence that outcome can be improved by management of brain injury in specialist centres is now overwhelming. What then should clinicians do with a patient with complex neurological disease, such as the one described here, who would normally be managed in the local ICU? My advice is to discuss all such patients with the intensivists at the local neuroscience centre so that decisions can be made for each patient individually. Closer liaison between general and neuroscience critical care units (in both directions) can only benefit our patients. months before I contracted meningitis. The year is not a complete blank; I struggle to remember events and often need prompts from photos to get any recollection at all, but then find it hard to distinguish actual memories from events that I have been told about or shown pictures. I also find it hard to remember any holidays around three years before November 2010. I have no memory of the three months prior to when I arrived at Southampton General in the early hours of the 18th November 2010. I do not remember any time in intensive care. My first memories of hospital are on the D Neuro ward on about the 1st of December. I was confused about the time of year and didn't know where I was. I tried to escape and they had to call
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